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Post-Stroke Spasticity (PSS) Risk Classification System

This tool was created for use by occupational therapists and physiotherapists and is recommended by experts in the field of stroke rehabilitation. It should be
used when evaluating patients within the first 12 weeks after a stroke. However, it may still be used at other timepoints. It is recommended that this screening
tool be used during reqular follow-up visits to identify and manage symptoms of PSS.!

URGENT

REFERRAL!

« Current therapists should consider the following:
[0 Prescribe/adjust exercise program’
[0 Functional task training

If one or more of the following criteria are met and there are either [0 Stretching/prolonged positioning
ROUTINE functional losses or the potential for functional losses: O Casting/splinting/bracing/taping’
1. Mild to moderate increased muscle stiffness across one or more [1 Provide patient with reliable and accessible educational resources on
MONITORING joints® managing spasticity’
2. Mild to moderate loss of sensorimotor function (e.g., mild « If no current therapist, instruct patient, family members and/or caregivers to
Every 3-6 months™#8 to moderate decrease in surface sensation, impaired contact primary care provider for referral when difficulties or impairment occur
proprioception and mild to moderate motor dysfunction)* - Instruct patient, family members and/or caregivers to seek prompt medical attention if:

=» Tone increases’
=» Patient has increased difficulty with active or passive movement’

« Encourage patient to continue with prescribed health maintenance program’

« Instruct patient, family members, and/or caregivers to be alert for changes or difficulties
with functioning and/or impaired ADLSs’

PERIO DIC = |f difficulties or impairment occur, they should contact the primary care

M 0 N |T0 Rl N G provider for appropriate referral(s)

« Provide patient with reliable and accessible educational resources on managing spasticity’
Every 6-12 months™s « Instruct patient, family members and/or caregivers to seek prompt medical attention if:

=» Tone increases’

=» Patient has increased difficulty with active or passive movement’

“Many thanks to Denise Johnson, PT, Marie-Claude Lemonde, PT, Melanie Lewis, PT, Neenah Navasero, PT, Brenda Semenko, OT, Felicia Wong, PT, and Cathy Watt, OT for their careful consideration of current REFERENCES
evidence-based practice in the development of this Canadian version of a PSS risk-based classification system. Expert consensus supports the implementation of such a system to promote early recognition of

risk factors and appropriate action in PSS." Health care professionals are encouraged to adapt their practice according to clinical context and their professional judgement. LRI B B SR ETE € Ll o o G, S e e ol e e Ve S e ETE C [poSEE IR B SpE s EH G pet Gomsesls (el e s,

J Cent Nerv Syst Dis 2021;13:1-8.
2. Wissel J, Verrier M, Simpson DM, et al. Post-stroke spasticity: Predictors of early development and considerations for therapeutic intervention. PM R 2015;7:60-67.
3. Sunnerhagen KS. Predictors of spasticity after stroke. Curr Phys Med Rehabil Rep 2016;4:182-185.

tLong-term monitoring: for patients not receiving botulinum toxin, monitor every 8 months or more frequently. For patients receiving botulinum toxin, a spasticity specialist should monitor the patient at 3-month
intervals or more frequently.

*Routine monitoring: for patients not receiving botulinum toxin, monitor every 12 months or more frequently. For patients receiving botulinum toxin, a spasticity specialist should monitor the patient every 4 months or

more frequently. 4. Opheim A, Danielsson A, Murphy MA, et al. Early prediction of long-term upper limb spasticity after stroke. Neurology 2015;85:873-880.
$Health care professionals can adapt frequency of monitoring to the patient’s general condition and other needs. 5. Fugl-Meyer AR, Jaasko L, Leyman |, et al. The post-stroke hemiplegic patient. Scand J Med 1975;7:13-31.
" Based on the clinical expertise of Dr. Rhoda Allison, Dr. Ganesh Bavikatte, Associate Professor Barry Rawicki, Dr. Maria Matilde de Mello Sposito, Dr. Paul Winston, and Professor Jérg Wissel. 6. Bohannon RW and Smith MB. Interrater reliability of a Modified Ashworth Scale of muscle spasticity. Phys Ther 1987;67:206-207.

aMildly increased muscle stiffness is characterized by a Modified Ashworth Scale (MAS) score of 1or +1, while moderately is characterized by a score of 2, markedly is characterized by a score of 3, and severe is
characterized by a score of 4™ (see Bohannon RW et al. 1987° for more information).

®Measured using the Fugl-Meyer Upper Extremity Scale.*

°Mild loss of sensorimotor function is characterized by a Chedoke-McMaster Stroke Assessment score of 6-7, while moderate loss is characterized by a score of 24 and severe loss is characterized by a score of <3.
4Mild loss of sensorimotor function is characterized as Stage 6 of the Brunnstrom Stages of Recovery, while moderate loss is characterized as Stage >4, and severe loss is characterized as Stage <3.
Abbreviations: CMSA, Chedoke-McMaster Stroke Assessment; MAS, Modified Asthworth Scale; OSA, Oxford Strength Assessment; OT, occupational therapist; PSS, post-stroke spasticity; PT, physiotherapist.

The content presented in this tool may not fully reflect the Canadian Stroke Best Practice Recommendations.
This tool was developed with financial support from Allergan, an AbbVie company.
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